A 50-year-old woman presented to Inje University Busan Paik Hospital with a 3-day history of blood-tinged stool. She denied a history of any underlying diseases or an unusual family history, and she was a nonsmoker. Her vital signs were within the normal range, and physical examination was unremarkable.
INTRODUCTION
Primary malignant melanoma (PMM) rarely affects the GI tract. 1 The GI tract shows a limited number of melanocytes. GI melanocytes are primarily observed in the anorectum; however, a few melanocytes are also distributed in the colon. Therefore, PMMs may occur in the colon. 2 Similar to the presentation of other colonic cancers, based on the site of colonic involvement, patients present with various symptoms such as abdominal pain, loss of weight, bleeding, and/or bowel habit change. 3 Diagnosis of colonic melanoma is confirmed by endoscopic or surgical biopsy. 4 Curative surgical resection is the treatment of choice; however, adjuvant therapies may be required in a few cases. 5 www.irjournal.org my; however, the tumor was eventually removed by piecemeal resection.
Histopathological examination revealed a clear deep resection margin; however, the lateral resection margin could not be confirmed owing to the piecemeal resection. Tumor infiltration depth was pT1, which indicated tumor invasion of the submucosa, without invasion of the muscularis propria. H&E staining showed an area of spindle-shaped cells and an area of round nodular cells, suggesting sarcomatous and carcinomatous differentiation, respectively ( Fig. 2 ). Small round tumor cells with vesicular nuclei, prominent nucleoli, and multiple mitotic figures were observed in the carcinomatous differentiated area ( Fig. 2E ).
Immunohistochemical examination revealed negative results for cytokeratin, and positive results for S-100 and HMB-45 stains (Fig. 3) .
The black pigment, which characterizes melanoma, was not identified; however, the patient was diagnosed with malignant melanoma (MM) based on the aforementioned histopathological findings. Subsequent examinations were performed as follows: (1) The possibility of metastatic MM from the skin was excluded by performing a thorough physical examination. (2) Chest CT and abdominopelvic CT did not reveal any mass or lymph node enlargement in other regions of the body. (3) PET-CT did not reveal abnormal 18 F-fluorodeoxyglucose uptake. The patient underwent laparoscopy assisted low anterior resection and regional lymph node dissection. No residual melanoma or local lymph node metastasis was identified in the surgically resected specimen.
The patient' s progress has been monitored at the aforementioned hospital, and she has been recurrence-free for > 2 years. Fig. 1 . Colonoscopy finding. A 2 cm-sized reddish polyp was observed at distal sigmoid colon. 
DISCUSSION
PMM rarely affects the GI tract. 1 The GI tract shows a limited number of melanocytes with an even smaller distribution of melanocytes in the colon. Therefore, few cases of colonic PMM have been reported in the literature. 2 Diagnosis of PMM affecting the GI tract must necessarily include a thorough physical examination to exclude metastatic MM from the skin.
Endoscopic examination of MM involving the GI tract typically reveals a polyp with black pigmentation. Although black pigmentation occurs in most cases, atypical MM without black pigmentation may be observed in some patients. 6 Therefore, MM could be considered an uncommon colonic malignancy.
On histopathological examination (H&E stain), the resected specimens reveal melanocytic cells that characterize PMM. 7 Positive results with HMB-45 stains on immunohistochemical examination confirm the diagnosis, the sensitivity and specificity of the examination being 80% and 100%, respectively. 8 Additional tests including CT or PET-CT should be performed to assess for distant metastasis. 9 The treatment of choice is surgical resection with initial assessment to determine tumor resectability. Clinicians should recommend surgical resection for resectable tumors with adjuvant treatment. If curative resection is not possible, secondline treatment such as chemotherapy or targeted immunotherapy may be considered. 10 Earlier, endoscopic resection was considered for esophageal melanomas confined to the lamina propria of the mucous membrane. However, based on the 7th edition of the TNM manual published by the American Joint Committee on Can-cer in 2010, in cases of mucosal melanoma of the upper aerodigestive tract, the T stage is classified beginning with T3, omitting the T1 and T2 stages. 11 This indicates that melanomas of the upper aerodigestive tract require more aggressive treatment because these lesions show rapid progression and poor prognosis.
To date, no definitive criteria have been established for colonic PMM. Recently, endoscopic mucosal resection (EMR) was reported in a few cases of PMM of the lower GI tract. 12 However, considering the typical aggressiveness of MM, radical resection should be considered the first-line treatment, even in lesions showing relatively superficial tissue invasion such as eso phageal MM.
In the present case, the endoscopic procedure was performed without a suspicion of melanoma; however, EMR confirmed the diagnosis of MM of the colon, and the patient underwent radical surgical resection. Follow-up over 2 years postoperatively to monitor disease progression with periodic colonoscopic examinations has not revealed any recurrence.
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